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ABSTRACT
Social Construction of HIV/AIDS among Aboriginal Women in Windsor

Aboriginal women make up a large part of the HIV epidemic in Aboriginal
communities, and are infected at a younger age than non-Aboriginal people.
There has been a steady increase in HIV infection and AIDS cases among
Aboriginal women over the last decade despite education and prevention efforts.
Currently there appears to be no specific data on AIDS/HIV among Aboriginal
women living in Windsor. Much of the current research in this area has involved
surveys and questionnaires. There has been little research completed on the
perceptions and meaning that Aboriginal women attribute to sexuality and
reproductive health and risk behaviours as they relates to HIV/AIDS. Using indepth interviews, this research attempts to reconstruct the perceptions and
meanings which Aboriginal women of Windsor carry about HIV/AIDS and risk
behaviour. The results of this research may be helpful in the development of
future education and prevention programs for Aboriginal women.
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INTRODUCTION
The statistics available from the Health Canada Centre for Infectious Diseases
Prevention and Control, indicate that Aboriginal people make up a growing percentage
of HIV reports and AIDS cases. Prior to 1992, out of 6,203 AIDS cases with ethnicity
information, 80 cases or 1.3 % were Aboriginal. There was a steady increase in this
proportion as it reached a high of 9.7 % in 1999. In 2000 and 2001 the proportion
decreased to 5.5 %. However by 2002, Aboriginal people accounted for 12.9% of the
total reported AIDS cases for which ethnicity was known (Public Health Agency of
Canada, 2004). By 2003, there was also an increase in the proportion of positive HIV
test reports. In the 1998 HIV surveillance data from the Health Canada HIV/AIDS
Epidemiology update where ethnicity was reported, there were 119 positive HIV tests
among Aboriginal people out of the 634 reported or 18.8%. By 2002 the proportion had
increased to 23.8% (169) of 711 positive HIV test reports with information on ethnicity
(Public Health Canada,2004) and by 2003, the proportion had increased to 25.3 %
(n=882) (Health and Welfare Canada, 2005).
The reports from Health Canada (Public Health Agency of Canada, 2004) also
indicate that the pattern of HIV infection is different among Aboriginal people as
compared to non-Aboriginal people. In cases and reports among Aboriginal people
where age group was known, the epidemiology data for HIV infection indicated that
youth, individuals between 1 7 - 2 5 years, comprised 31.4 % (n= 879) of positive HIV
tests from 1998-2003, while among the non-Aboriginal sample, youth comprised only
21.5 % (n=2,879) of positive HIV tests, (Health and Welfare Canada, 2005).
In 1993, Calzavara and Myers concluded that AIDS/HIV education is reaching
First Nation Communities. However, knowledge of AIDS/HIV appears to have a limited
influence on risk behaviours, as there are still high rates of STDs and teen
pregnancies, and an increase in HIV/AIDS among young females occurring within the
Aboriginal population. The rate of HIV in Canada has been steadily increasing among

1
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Aboriginal women between the ages 15-25 (Health & Welfare Canada, 2001). This
information indicates that among Aboriginal women there is likely a breakdown
between HIV/AIDS education efforts and practising prevention through safer sex and
safe intravenous drug use. HIV/AIDS education is reaching the First Nations
communities but the increase in infection and the difference in the pattern of infection
suggest that the information is not being incorporated into the everyday reality of this
population.
Currently in Windsor there appear to be no specific data on AIDS/HIIV among
Aboriginal women living in the city. In a conversation with the AIDS Committee of
Windsor education coordinator, it was confirmed that this particular type of data is not
available, as it is not collected. The purpose of this thesis is to examine perceptions of
HIV/AIDS and related risk behaviour among Aboriginal women in Windsor.
By investigating the perceptions of Aboriginal women, we may learn more about
the complexity of decision making around HIV/AIDS. The findings of this research may
be helpful in the development of future education and prevention programs. Aboriginal
women are faced with a variety of life situations, cultural knowledge and
understandings that may affect their choice to become involved in risk behaviours.
Akiwenzie-Damm and Halonen (1997) write:

Traditional native teachings suggest that Aboriginal women are empowered.
The women represent the present and the future, because without them the
cycles of life would have no continuity and the Creator’s plans for human beings
would end. Women are the strength of our nations, communities and families.
Women hold this power. Without it, things around us turn into chaos, despair,
hostility and death. So we must remember that when the women of our nations
are dying we are all in danger. That is immense power, (p. 161)
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LITERATURE REVIEW
In reviewing the available research on Aboriginal people in Canada and
HIV/AIDS it is evident that Aboriginal women are over-represented among HIV infection
and AIDS cases. Aboriginal communities and researchers have identified Aboriginal
women and HIV/AIDS as an important area for which there needs to be an increase in
services, programs and research. According to the Public Health Agency of Canada
(2004) epidemiology update, before 1992 the reported AIDS cases for females among
Aboriginal people represented 13.8 % (11/80) of the Aboriginal total, the percentage for
2003 has increased to 25% (8/31). Even more alarming is that during 1998-2003
females represented 44.6% (n=807) of positive HIV test reports among Aboriginal
people (Health and Welfare Canada, 2005). This figure is alarming because almost
50% of the Aboriginal female population is under 25 years old (Dion Stout, Kipling, &
Stout, 2001). From the available research, it is apparent that Aboriginal women in
Canada are at a greater risk than non-Aboriginal women for HIV infection (Neron &
Roffey, 2000). There has been a steady increase in HIV infection and AIDS cases
among Aboriginal women over the last decade (Neron & Roffey, 2000). A position
paper produced by the Canadian Aboriginal AIDS Network (2004 b) calls for specific
research, programs, services, and supports to assist those bearing the burden of
HIV/AIDS.

Research in the area of Aboriginal women and HIV/AIDS is important as it

will begin to address a current need identified by Aboriginal communities.
HIV/AIDS prevention and education literature, as well as resources, have
reached Aboriginal communities. There have been developments in defining the needs
of Aboriginal HIV/AIDS education programs. The Joint Commission on Aboriginal AIDS
Education and Prevention concluded:
Aboriginal people are best suited to deliver their AIDS prevention message to
their own people .... AIDS prevention messages which demonstrate the threat of
HIV infection to Aboriginal communities through personal accounts and real life

3
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experiences will have the greatest impact. (Health and Welfare Canada, 1990
P-74)

The Assembly of First Nations Health Commission (1994) recommends that all
Aboriginal HIV/AIDS education materials and initiatives be designed to depict a clear
message, as well as to be culturally and language appropriate. Crown, Duncan,
Hurrell, Ootoova and Tremlay (1993) provide a summary of an HIV prevention project
specifically designed for delivery in the Northwest Territories. The project involved
door to door interaction by community health representatives, a community gathering
where a First Nations woman living with HIV shared her experience, and radio
interviews. The project also involved the development of brochures and resource
materials in Cree, Dene, and English. The door-to-door campaign and the workshops
significantly increased the degree of appreciation of HIV/AIDS issues within these
communities (Crown et a!., 1993). The efforts of First Nations health care workers,
community leaders and other community members to reconstruct existing medical and
social resource material to meet the needs of their communities has had some impact
on the knowledge level of First Nations people. The Pauktuutit Women’s Association
of Canada in their commitment to addressing health care issues among Inuit
communities produced through comprehensive community consultation HIV/AIDS and
sexual health materials that reflected the complexity of their communities. The proof of
impact for them was the enthusiasm for upcoming projects and requests for adapting a
pamphlet on Women, Sexual Assault and HIV. They felt that they had community buy in
and began the process of developing the Canadian Inuit HIV/AIDS Network (Armstrong,
2000).

Healing our Spirit, BC First Nations AIDS Society did an analysis of data

4
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collected through questionnaires completed by people who attended their educational
workshops. The results of multivariate analysis used to examine attitudes and beliefs
about people living with HIV/AIDS suggest a need for more educational programs in
rural communities, and in particular programs which focus on men and adolescents
(Schneider, Marsden, Copley, Skaling, & Nowgesic, 2000).
In reviewing the various HIV/AIDS related web sites, educational information,
prevention programs, Aboriginal AIDS organizations across Canada and other
information sources, it is clear that a significant amount of work has been done to
address the educational needs of the community. The educational information in
prevention programs has been given cultural relevance through text, visual images and
reference to Aboriginal worldview. There appears to have been a significant effort
made to ensure that HIV/AIDS information becomes real to Aboriginal people.

The

available literature shows that HIV/AIDS prevention information has become part of the
reality of Aboriginal people.

However, the increase in the Aboriginal female population

who are HIV positive indicates that prevention and education issues are far more
complex than initially realized and require further investigation.
Clearly, HIV /AIDS education and prevention is a complex issue for Aboriginal
communities as a result of the social, economic and historical situations which will be
reviewed later in this thesis. There is limited research on the effectiveness of
prevention initiatives specifically targeted to Aboriginal women. A study of the risk
factors for elevated HIV incidence among Aboriginal Injection drug users (IDU) in
Vancouver indicated that most “sexual health promotion programs target solely
consensual sexual circumstances and often ignore the psychological effects of early

5
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sexual abuse and relationship violence on women’s sexual decision making.” (Craib,
Spittal, Wood, Laliberte, Hogg, Li, Heath, Tyndall, Oshaughnessy, and Schechter,
2003, p.22) This is a significant finding as the effects of marginalization may make it
difficult for Aboriginal women to implement changes in their decision-making around
risk behaviour because of histories of sexual abuse and violence. Moskal (1991)
conducted a research experiment involving a comprehensive AIDS course for a target
group of primarily Aboriginal college students in the Northwest Territories arid reported
that education through the course increased their knowledge and altered their attitudes.
Another example is a harm reduction model developed though a partnership between
the Canadian Aboriginal AIDS Network, Medical Services Branch, and Correctional
Services of Canada where the target population is Injection drug users. This program,
“Joining the Circle Harm Reduction” had four pillars: Methadone maintenance,
treatment, condom distribution, and counseling (CAAN, 1998). This harm reduction
model was based on a holistic method and utilized traditional Aboriginal philosophies of
health and healing which will be described later as they relate to this thesis.
Although there may have been women involved in the research that went into
the development of these programs, the area of prevention and education still does not
appear to address the specific world of Aboriginal women. Currently, it has been
identified that there is limited gender specific research (Dion Stout & Kipling, 1999). To
date, the social construction of health, including reproductive and sexual decision
making in relation to HIV/AIDS in Aboriginal women, has been given little attention.
Much of the research that has been done focuses on the underlying causes of
Aboriginal women’s marginalization and oppression, important issues to be addressed

6
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later in this thesis since these appear to have influence on decision making in relation
to risk behaviours associated with HIV/AIDS (Dion Stout & Kipling, 1999).
The Aboriginal population in Canada is diverse and the variations reflect the
sub-groups' history, language and traditions. The Aboriginal population currently
represents 3.3% of the Canadian population (Health and Welfare Canada, 2005). As
already presented, Health Canada reports that Aboriginal peoples are overrepresented
in the HIV epidemic in Canada (Health and Welfare Canada, 2005). The
epidemiological update suggests that injection drug use is the most common method of
HIV transmission among Aboriginal peoples. Aboriginal women make up a large part of
the HIV epidemic in their communities, and those infected are of a younger age than
non-Aboriginal people (Health and Welfare Canada, 2005). In cases and reports
among Aboriginal people where exposure category was known among AIDS cases,
before 1993, 10.9 % was attributed to IDU. This figure increased to 58.5 % (n=500) by
2003 (Health and Welfare Canada,2005). Of the HIV test reports of the 800 Aboriginal
people with known exposure category, 517 were among intravenous drug users. This
was notably different from non-Aboriginal peoples with respect to exposure category for
both AIDS cases and HIV test reports (Health and Welfare Canada, 2005). Also in
contrast to the non-Aboriginal population, females make up a larger part of Aboriginal
HIV and AIDS cases as indicated through statistics presented earlier in this paper
(Health and Welfare Canada, 2005).

In the comment portion of the epidemiology

updates from Health Canada, the limitations of data reporting are acknowledged.
However, there are some evident patterns. Aboriginal populations are infected at a
younger age, injection drug use is a major factor, and the female population is
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significantly over represented in AIDS/HIV statistics.

By examining this pattern of

infection among the Aboriginal population, we can support the need to target these
groups for research on prevention and education.
As stated earlier, much of the research on Aboriginal women and HIV/AIDS is
focused on marginalization. A review of this research is important as it identifies
factors that increase the vulnerability of Aboriginal women to HIV infection. Increase in
vulnerability may also have an impact on perceptions regarding HIV/ AIDS and risk
behaviour. The generational impact of colonization has left Aboriginal women with a
socioeconomic status that is different from that of non-Aboriginal women. Aboriginal
women are twice as likely to be poor and they are more likely to live in an environment
where substance abuse and spousal abuse are widespread (CAAN, 2004b). These
factors have a significant impact on the creation of difficult living environments in which
the tasks used to survive often include high risk behaviours such as rural to urban
migration, homelessness, sex-trade and I.V. drug use and alcohol abuse (CAAN
2004b; Neron & Roffey 2000; Ship & Norton 2000). These difficult living environments
contribute to the socio-economic conditions which affect the overall health of Aboriginal
women in Canada. The overall health conditions may also influence the perceptions of
HIV/AIDS and risk behaviours in Aboriginal women.
In order to get a better picture of the relationship between the health of
Aboriginal women and their socio-economic conditions, it is necessary to review the

data on general health conditions for Aboriginal women in Canada. It appears from the
available data that Aboriginal women are experiencing a level of health which is
different from that of non-Aboriginal women in Canada. This may also help in

8
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understanding their increased vulnerability to HIV/AIDS. Aboriginal women have an
average life expectancy 7 -1 0 years less then non-Aboriginal women (Anderson, 2002).
Aboriginal women have higher rates of suicide and violent death than non-Aboriginal
women (Neron & Roffey, 2000). They are more likely to report chronic illnesses such as
diabetes, heart disease, and arthritis. In addition to these diseases, they are more likely
to experience sexually transmitted disease (Anderson, 2002; Health and Welfare
Canada, 2001). The high rates of sexually transmitted disease indicate an increased
risk for the transmission of HIV for Aboriginal women. According to Health and Welfare
Canada (2002), the rates of some STDs are higher than the national average in some
regions populated predominantly by Aboriginal people. One of the main routes for
transmission of STDs and HIV/AIDS for Aboriginal women is through heterosexual sex
and the other is sharing needles during intravenous drug use. There appear to be
biological factors which contribute to greater risk for women during vaginal intercourse
than men, due to the higher concentration of HIV in semen than in vaginal fluid, the
greater surface area of the vagina and cervix, and the fragility of membranes in this
area (CAAN 2004a; Neron & Roffey, 2000).
Another issue faced by Aboriginal women that has relevance to this study is
sexual violence. Sexual violence has also been cited as both a cause and a
consequence of HIV (Neron & Roffey, 2000).

The historical experience of sexual

abuse, sexual assault, and woman abuse has had an influence on individuals’ risk
activities and increased their vulnerability to sexual violence and risk. As cited in
Neron and Roffey, the Aboriginal Nurses Association of Canada (1996) reported that
34% of Aboriginal women surveyed indicated that they had fear of further abuse if they

9

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

S ocial Construction of H IV /A ID S am o n g A boriginal W o m e n in W in d s o r

refused to have sex with a partner (Neron & Roffey, 2000). Another study of Aboriginal
women who had been abused indicated that 50% of the participants had experienced
sexual assault within their marital/partner relationships (Neron & Roffey, 2000). In the
case of Aboriginal women involved in the sex trade they are at risk of sexual violence
and increased risk of transmission of HIV/AIDS. In forced or abusive sexual situations,
there is less probability of condom use or other safe sex practices (CAAN, 2004b). In
any form, violence has been recognized by the World Health Organization as
profoundly affecting our health and well-being (Dion Stout, Kipling & Stout, 2001).
It is also important to review the experience of Aboriginal women living with
HIV/AIDS and their perspectives and experiences with the definition of health. By
reviewing their experiences and definition of health, one may compare this information
to that of non-Aboriginal women. Their perspectives, experiences and definitions of
health may provide insight into the everyday priorities of Aboriginal women and how
this may affect their lifestyle choices. A paper by Ship and Norton (2000) which
focused on the experiences and perspectives of Aboriginal women living with HIV/AIDS
provides an opportunity to look at their experiences. Like many Aboriginal women,
almost all of the participants indicated that their parents had attended residential
schools and alcohol abuse was a major problem in the home. The women involved in
the study also admitted to experiencing physical and/or sexual abuse. Even with the
knowledge of the impact of risk behaviour on their current health some of the women
continued to engage in risk behaviours such as I.V. drug use and sharing needles.
Ship and Norton observed, for example, “Drinking and using drugs are coping
mechanisms to deal with abuse and HIV” (Ship & Norton, 2000 p. 79). For the

10
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participants in this study, First Nations women living with HIV/AIDS, their health and
well-being was last on the list of priorities (Ship & Norton, 2000).
There is value in acknowledging that the health profile of Aboriginal women and
men in Canada can be compared to those one would normally associate with countries
in the developing world (Dion Stout, Kipling & Stout, 2001). Poor health standards,
barriers to care, and possibly prevention, can have an impact on the meaning of health.
This acknowledgement is also important because, despite the difficult situations faced
by Aboriginal communities, there appears to be the ability to endure poor health
standards. The research indicates that Aboriginal people have endured extremely poor
health, barriers to health care, marginalization, and premature death, yet they continue
to move forward by speaking out on issues that directly affect their lives and their
communities (Dion Stout, Kipling & Stout, 2001).
The strength and resilience of Aboriginal women appear to be a key factor in
their continued work towards reversing the negative effects of prejudice and
colonization (Dion Stout, Kipling & Stout 2001). A few examples of this are the Stolen
Sisters Project operating through the Native Women’s Association of Canada, which
was developed to address the number of Aboriginal women who go missing or are
murdered in Canada. The Native Women’s Health Network, which is available for
women to access information on health issues that they face, is another example of
Aboriginal women moving forward. On a more personal level, the participants in the
thesis project have provided the message of moving forward and making a better life for
themselves and their children through education, employment and positive parenting.

11
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In an effort to understand more about decision making around sexual and
reproductive health, it is important to look at resiliency along with defining moments
Defining moments are described as a moment when an individual who may be living a
less healthy lifestyle has an experience which results in evaluation of their current
lifestyle and leads to a change towards a healthier lifestyle (Dion Stout, Kipling, &
Stout, 2001).
According to a paper produced by the Centre of Excellence for Women’s Health
(Dion Stout, Kipling & Stout, 2001), there appears to be a difference in the definition of
“health” for Aboriginal Women compared to non-Aboriginal women. “The Aboriginal
women who participated in the National Workshop on Aboriginal Women’s Health
made it clear that their health is inseparably linked to that of their families and
communities” (Dion Stout, Kipling & Stout, 2001, p. 18). They take on the role of the
central caregiver in most instances. Further evidence of this can be found in the
roundtable discussion on Aboriginal women’s sexual and reproductive health in which
the participants talked about the concept of “womanhood” as a key issue. The
participants indicated that a strong sense of self, family and community could be helpful
in overcoming past victimization and could assist in making motherhood a meaningful
community role (Dion Stout & Kipling, 1999). If we learn more about the definition of
health and how this plays out in healthy lifestyle decision making “defining moments”
(Dion Stout Kipling, & Stout, 2001), then perhaps this could have an impact on
services, programs, research and preventative strategies for HIV/AIDS.
If we refer to a traditional native teaching, it is believed that Aboriginal women
can restore their own sacredness and that we must look to Aboriginal women to tell us

12
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what sacredness means for them and how they can make it a part of their everyday
common knowledge. In the notes of the Aboriginal roundtable on Sexual and
Reproductive Health, an elder identified the impact that words can have on our
perceptions. The example the elder used is the following;

Words can be oppressive, ‘muskeekee’, meaning inherent power that rests
within each individual vs. empowerment, conveys the notion that Aboriginal
women are powerless without outside intervention.” (Dion Stout & Kipling, 1999)

A key point in this quote is that the elder is providing a positive term found in her own
Aboriginal language to convey a meaning which may be more representative of the
perception of the elder. W e can look to traditional elders for their knowledge of the
language, teachings and value systems to assist with alternative definitions and
meanings. This knowledge may prove to be significant in understanding the meanings
Aboriginal women attach to health and healthy lifestyle. There may also be a
connection with the understanding of reproductive and sexual decision making, as
value systems have an impact on our decision making process. If we learn more about
perceptions and meanings, this may assist in moving forward in gender specific
HIV/AIDS education for Aboriginal women.
A further support to the idea that the definition of health may be different for
Aboriginal people and more specifically women is provided in the results of six
initiatives which addressed the general health status of specific Aboriginal people
reported in the Centre for Excellence in Women’s Health review. It was clear that the
initiatives shared a holistic definition of health which extended far beyond the
prevalence of particular diseases or associated risk factors (Dion Stout, Kipling & Stout,
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2001). An overview of the initiatives suggest they are research-oriented as they sought
to shed light on a particular problem and recommend solutions. The remainder
address Aboriginal women’s health and wellness concerns through a variety of means.
The central aim of three of the initiatives was to empower Aboriginal women through
gatherings where they could learn and share with one another. The focus of other
initiatives was developing tools which could help these women to access services or
make healthy choices (Dion Stout, Kipling & Stout, 2001, p. 18).
A traditional Aboriginal approach to health and healing involves four phases of
self-realization: emotional, spiritual, physical, and mental. It is important to review this
approach as it is different from the Western approach to treating illness in isolation of
other components of one’s being (CAAN, 1998). This holistic approach allows
Aboriginal people to reconnect with their culture and traditions. It helps individuals
determine what is best for them and their communities (CAAN, 1998). Traditional
healing has become a strong component in Aboriginal driven alcohol and drug
rehabilitation programs. As the incidence of HIV/AIDS contact for Aboriginal women is
highest among intravenous drug users, perhaps it is useful to talk about the impact of
the holistic approach. It is for this reason that it is important to examine the beliefs of
the Aboriginal women who are leading what are perceived to be healthy lives and who
may be using a holistic approach to decision making.
According to reports by Aboriginal people, healing also reflects their struggle to
overcome the legacy of colonialism, and the generational abuses that have caused
much stress in the communities (Dion Stout & Kipling, 1999).

In the study by Ship and

Norton (2000), the effects of residential schools were clearly reflected when an HIV
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positive Aboriginal woman referred to “disease of the spirit” (p.80). It is important to
recognize that the effects of residential schools may influence the definition of health
held by Aboriginal communities and individuals.
Participants in the Roundtable on Sexual and Reproductive Health argued that
“communities must be given a safe space to gather and discuss reproductive and
sexual health issues as these relate to the broader context of existing social structures
and social relations” (Dion Stout & Kipling, 1999, p.7). There is a need to further
investigate what "cultural safety” means to Aboriginal women and how this may impact
research and programming around reproductive and sexual health, including HIV/AIDS.
Despite the increase in reported HIV/AIDS cases among Aboriginal Women, gender
and culturally appropriate information, resources and services for Aboriginal women
have been lacking (Neron & Roffey, 2000).
In an effort to make the resources for Aboriginal women concerning HIV/AIDS
prevention and education more meaningful, we should look to their perceptions of
health, including reproductive and sexual decision-making and the relationship to
AIDS/HIV. W e must learn more about their resiliency and their “defining moments” in
these areas. Perhaps this will provide information on what has an impact on their
decision making process.

W e also have to refer to issues which are relevant to

Aboriginal people including traditional teachings, issues of cultural safety, violence,
and marginalization when discussing sexual and reproductive health, healing and their
relationship to HIV/AIDS. This thesis will attempt to reconstruct the perceptions and
meanings which Aboriginal women of Windsor carry about HIV/AIDS and risk
behaviour. As one can see throughout the literature this is a complex issue and many
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themes are considered in the interview questions of this research project. It is hoped
that the results of this research project may have an impact on gender and culturally
appropriate information, resources, and services.
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METHODOLOGY

The social constructionist approach of Berger and Luckman (1986) guides this
analysis of HIV-related risk behaviour among Aboriginal women of the Windsor
community. The research was conducted by using in-depth interviews with a purposive
sample of Aboriginal women. The strategy was to obtain a sample by first contacting
the Aboriginal organizations in Windsor that provide direct services for Aboriginal
people, particularly women and children, and obtaining permission to conduct in-depth
interviews with the women who access their services and to post a flyer asking for
volunteer participation from their client group. Due to the sensitive nature of the topic
the next step was to make direct contact with women who access and work at one or
several of the following centres: Metis Nation of Windsor, Ska:na Family Learning
Centre, Can-Am Urban Native Homes, Aboriginal Student Centres of the University of
Windsor and St. Clair College asking for voluntary participation in the research project.
After conducting a number of interviews, it became evident that it was important to
directly approach a traditional elder as a resource for clarification of cultural information
presented by some participants. A traditional female elder was approached in a
culturally appropriate manner.
The most current community profile of the city of Windsor indicates that 1,155
self identified Aboriginal women reside in the metropolis of Windsor (Statistics Canada,
2001). The female Aboriginal population is defined as having Aboriginal ancestry and
being members of one or more of the four recognized categories: status, non-status,
Inuit and Metis. It is also important to mention that the median age of this population is
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26,6 years (Statistics Canada, 2001). The sample is composed of self-identified
Aboriginal women currently residing in the Windsor / Essex County area who access or
have an affiliation with current Aboriginal service providers in the city of Windsor.
Twenty Aboriginal women agreed to participate in the research project. The researcher
recruited Aboriginal women who were married, common-law, or single between the
ages of 17 and 40 years and asked a recognized elder within the Windsor community
to act as a resource on the role of the grandmother and traditional teachings about
sexuality. It was important to recruit Aboriginal community leaders who are women to
support the participation of their community members in this study. In an effort to get a
representative cross-section of the population the researcher attempted to recruit
women who are involved with all Aboriginal organizations within the city of Windsor and
had some participants referred by word of mouth and referred by community people
who did not access any of the organizations. It was very important to attempt to get a
cross-section of the population, with members from status, non-status, Inuit and Metis
groups. However many of the participants identified themselves as having status with
only one from the Metis and Inuit groups and five from the non-status category and
thirteen in the status category. There was diversity in the reported First Nations
represented in the participants. The First Nation affiliations reported included Ojibway,
Cree, Mohawk, Oneida, and First Nations primarily found in the United States.
The data were collected through minimally structured interviews, where a set of
topics was used to address some of the themes suggested in Maticka-Tyndale (1992).
The thematic areas identified are common sense knowledge of HIV/AIDS, risk
perception, sexual activities (termed sexual lifestyle), and prevention/ education. In
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addition, there are thematic areas that have been addressed in other research by Adam
(2003) including mental or emotional health, reported influence of community (family,
friends, and elders) and the influence of culture or religion. One further theme
addressed is defining moments. Defining moments are referred to as an event or
experience that has influenced one’s decision to make changes in their life with the
result being a healthier lifestyle. The interviews were conducted by a female Aboriginal
researcher using Lofland and Lofland’s (1983) "directed conversation" format. The
interviews were audio tape recorded, and the participant’s permission was obtained
beforehand. The concepts developed by Guba and Lincoln (1989) such as credibility,
transferability, dependability, and confirmability are discussed as needed throughout
this section. Guba and Lincoln's concepts are necessary for assessing the "quality of
goodness" (Guba & Lincoln, 1989) of constructivist inquiry, as the positivist standards
are difficult and sometimes destructive to this type of inquiry.
According to Guba and Lincoln (1989), the credibility or the "truth value" of the
social constructionist approach is based on the ability of the researcher to reconstruct
the multiple realities as outlined by the respondent. The sensitive nature of sexual
lifestyle could compromise the credibility of research. It is difficult to gain the trust
necessary for candid interviews with younger participants, resulting in presented fronts,
misinformation, or distortions by the respondents (Guba & Lincoln, 1989). Many of the
younger participants were reluctant to disclose much information about their decision
making process. Also, there appeared to be a lack of concern or insight into what
types of information might have an impact on their decision making process. This may
have been due to the researcher being an insider in the community or just the age of
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Aboriginal resource centres. Through this interaction, the researcher was able to build
a sense of trust and rapport with the women on most of the theme areas, as well as
gain insight into their existing constructs and cultural context (Guba & Lincoln, 1989).
Being a member of the Aboriginal community and working in the Aboriginal community
was initially helpful in gaining access to participants and establishing rapport in the
interview. However, this may also have inhibited some from sharing information that is
sensitive or that might present a negative image to the researcher as the participants
may have felt that it would compromise our relationships. The respondents may have
been concerned that the researcher would pass judgment on them if they were to
disclose unflattering personal information during the interview. In some instances
respondents did not comment on individual experiences with marginalization issues.
The respondents may have been guarded with this information and when probed they
did not offer any further information; this could compromise the credibility of the study.
It was extremely important to guarantee complete confidentiality and ensure that the
data collected from the participants would be destroyed once the thesis is completed.
A second area which had potential to compromise the credibility of the research
was the interpretation of the data. The biases of the researcher may have entered into
the data interpretation. Specifically, in this case, as an Aboriginal person the
researcher may have preconceived notions and knowledge that could influence the
social reconstruction. In order to limit this potential bias, progressive subjectivity was a
tool used in this research (Guba & Lincoln, 1989). At the beginning of the interviews, I
recorded my expectations surrounding the social construction. Periodically, I recorded
a few changes in these expectations particularly regarding the impact of culture and
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a few changes in these expectations particularly regarding the impact of culture and
coercion. Based on previous research, I expected more in-depth discussion of culture
and coercion from the participants but this did not happen. I did attempt to probe
further on the theme of coercion and marginalization but did not encounter any further
information. The cultural influences such as traditional teachings which I felt might be
important were not as strongly represented. However, the link between alcohol abuse
and culture was more evident then I had originally anticipated. The researcher’s
preconceived constructions were then on record and were accessed to monitor the
impact on the reconstruction of the participants’ meanings and perceptions.
In order to monitor any other potential credibility problems, the researcher used
member checks (Guba & Lincoln, 1989). These provided the researcher and the
respondent with the opportunity to verify the multiple constructions arrived at through
the interviews. The researcher provided the opportunity after the transcripts were
completed for participants to read the information collected during the interview. Thus
the participants had the opportunity to review the data to confirm or reject the
information taken by the researcher. However, very few participants wanted to review
their transcripts. The member checks also provided the researcher with the opportunity
to clarify data, which may have affected the construction.
The specific population and the qualitative methodology make it difficult to
consider this research generalizable. According to Guba and Lincoln (1989), research
of this type may be transferable or applicable to other Aboriginal women who are of a
similar background as the research sample, rather than generalizable. The themes
and research process may be applied to other samples, but the results are specific to
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the participants of this project. Throughout this study, a complete record of the data
gathered through interviews, the process, changes in the methodology and/or the
hypothesis have been maintained by the researcher. Maintaining a complete data
base is important, as future researchers may be required to make judgments of how
transferable this research may be to their studies.
The methodological design and the stability of the data are potential areas of
challenge to the reliability of this study. In researching social phenomena as proposed
in this study, the data may not be stable because of the ever-changing social world
(Marshall & Rossman, 1989). Therefore, as previously stated, it is necessary to create
a written account of the changes, the processes, decisions, and any salient factors that
affect the cultural context. One factor that the researcher had to change was the
reason for having an elder participate in the project. Initially, the researcher thought
that an elder would have had a more direct impact on the participants’ lives through
teachings and ceremonies. As this did not present itself frequently in the interviews,
the researcher approached the elder as a resource for clarification of the role of the
grandmother. The elder participated in the research in an unstructured conversation
that was not audio tape-recorded. The elder and the impact of traditional teachings
was not as strong a theme in the research as originally anticipated. In addition, the
discussions about the cultural impact of residential schools and marginalization on
personal stories did not come through as clearly as the researcher had anticipated.
Both a dependability and confirmability audit as described in Guba and Lincoln (1989)
were used to meet any potential challenges to the dependability of this study.
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Data Analysis

The procedures outlined by Guba and Lincoln (1989) and described in the
previous section were an essential part of the data analysis. Transcripts of the data
collected in the interviews were constantly compared to establish the themes or
changes in themes. The comparisons provided the basis for the coding system of the
data. The initial coding system was reviewed and recoded upon the completion and
comparison of other interviews. The transcripts from each interview were used to
reconstruct a story or the context with respect to HIV/AIDS and risk for each participant
(Maticka-Tyndale, 1992). The stories were grouped according to similarity of context.
The stories were then compared and the researcher looked for themes and structural
representations within and between groups (Maticka-Tyndale, 1992). The stories were
grouped according to similarities in context. In this particular research project, the
stories were grouped according to coital activity and marital status as well as
similarities in perception of risk, safer-sex guidelines and comments about health. The
stories were then compared and themes were established within and between the
groups (Maticka-Tyndale, 1992). The themes are health, accessing scientific
knowledge, perception of risk, personal methods of protection, condom use, common
sense understanding of threat, common sense knowledge of HIV/AIDS and common
sense understanding of community risk and prevention. The comparison of the stories
provided the basis for the reconstruction of healthy sexual choices and the concept of
risk among Aboriginal women in the Windsor community.
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Ethics
The researcher followed the Guidelines for Research Involving Human subjects
as published by the University of Windsor. There was minimal risk involved in this
research project. The researcher obtained Research Ethics Board approval for the
consent and interview procedures used and ensured that there was free and informed
consent of the participants. Each participant was asked to read and sign a consent
form that included the following information: that research is involved; the name of the
researcher, description of the topic being researched, precise description of the
subject’s involvement, a description of the research procedures, possible benefits, and
risks or discomforts involved if any can be identified. As well, the participants were
informed in the consent form how and where the final findings of the project would be
made available and how their personal data would be destroyed. The participants were
ensured of confidentiality and no names or identifiable data were attached to the
interviews. The participants were informed that the researcher insure confidentiality
unless subpoenaed by the courts. The consent form also assured participants that
their participation was completely voluntary and they could withdraw from the research
project at any time without penalty. Contact information was provided for the Chair of
the Research Ethics Board and the thesis advisor so the participant could make contact
if they had any questions or concerns about the research or the procedures. At the end
of the interview the researcher provided a list of resources for participants who might
have had questions or concerns regarding HIV/AIDS and testing sites.
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Justification
Current statistics on HIV/AIDS and Aboriginal populations suggest that this is a
growing area of concern, yet research in this area is limited to surveys and
questionnaires. There has been little or no research completed on the perceptions and
meanings that Aboriginal Women attribute to sexuality and reproductive health and risk
behaviour as it relates to HIV/AIDS. The research in this project may be important in
advancing Aboriginal/AIDS studies as well as education and intervention programs for
Aboriginal women.
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RESULTS
Sample Profile
The Aboriginal women in the study have lived in the Windsor Essex county area
between 2 and 20 years. Seven participants have always lived in an urban area,
twelve have lived on a reserve, and one in a small town with both groups moving to
urban areas at various points in their lives. The reasons for these moves ranged from
family disputes to education and many moved with family members. The participants in
the study were between the ages of 17 and 40 years. Five participants are married,
two live common-law, eight in monogamous casual relationships albeit non-permanent
and five are not currently in a relationship. The range of reported incomes was $
10,000 - $ 40,000 per year. Eleven women were enrolled as students in a post
secondary institution and the remainder were gainfully employed.
Health
It was identified in previous literature that Aboriginal women have a different
definition of health than non-Aboriginal women and that personal health did not hold
the same level of priority for Aboriginal women. According to the research by Dion
Stout et al, “the Aboriginal women who participated in the National workshop on
Aboriginal women’s health made it clear that their health is inseparably linked to that of
their families and communities” (2001 ,p 22).

In this research, I wanted to learn more

about the connection between the perception of health and perception of risk
behaviours. The theme of health was established by asking each participant for her
personal definition of health and its priority for her. The personal definition of health
and the strong connection between their personal health and families and communities
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was similar in this research to that found by Stout et al. Many of the participants had a
holistic definition of health, meaning an established balance between mental, physical,
emotional, and spiritual.

A connection between a healthy body and healthy mind was

identified. Some referred to the medicine wheel and balance, drawing on their culture
as their guide for health. The cultural influences came from a variety of sources
including workshops or mentors and family members.
Healthy lifestyle is holistic in nature, encompasses mental, physical,
spiritual, and emotional aspects of health. AW02
If we want to speak specifically in physical health usually means free from
disease or health conditions. AW02
Healthy lifestyle for me encompasses all areas of your life. Whether it be the
physical health, your emotional, mental or spiritual health. I try to keep
balance in everyone of those areas of my life and incorporate it into my daily
living AW04
Healthy lifestyle means balance emotional, spiritual, mental and physical.
AW05
Probably a balance of food and exercise and to be completely healthy
spiritual, mental and physical health altogether AW06
It is always the medicine wheel, if you are not taking care of one it throws out
the balance of everything. A W 11
Healthy life is not possible without clarity, the ability to make good decisions.
AW08
There was another type of definition offered by those who did not report the
holistic model. The participants who did not have a holistic definition, defined health in
relation to health prevention, diet and exercise, being free from disease. Very few
specifically identified sexual or reproductive health in their definition. These
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participants did not report any traditional teachings as influencing their definitions of
health.
Health means quit smoking, added a few years to my life, eating well, weight,
going to the doctors' regularly, Pap smears etc. took precautions for women
health issues, Keep myself clean sexually, and spiritually. I feel better.

AW01
Health, ah good eating habits, exercise, watching your weight, that’s pretty
much it you know, the basics. AW03
Eating properly for sure, taking in things that are good for you, keeping the
things away that are not good like drinking, smoking and drugs: AW15'
Exercise, eating right no drugs.AW16
Interestingly, when asked if culture influenced the definition of health some
referred to the fact that they were Aboriginal and therefore prone to alcoholism and
diabetes. In most cases there was evidence of alcoholism and diabetes reported in
their family background and personal experiences. Reference to alcohol as cultural
impact on the definition of health did not seem to be related to the type of definition one
held.

Definitely, well, I used to drink a lot and then I found out it was in my blood.
AW16
Yes, I know that Native people are more prone to diabetes, alcoholism so
naturally I would want to steer clear of drinking and a lot of sugar intake and
because both diabetes and alcoholism run in my family. AW07
The cultural influence of alcohol abuse appears to have had an impact on many
of the individuals’ definition of health and some impact on decision-making as it relates
to healthy lifestyle choices. Alcohol use, or being under the influence of alcohol, was
cited as a reason for engaging in risk behaviour in the past. Recognizing the influence
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of alcohol was one factor that many of the participants identified as something they
could and have, changed in an effort to move towards a healthier lifestyle.
Drugs and alcohol lead to letting down the inhibitions, those things mixed
together are pretty powerful. AW 11
Growing up, my teen years were pretty wild, I was on the wrong path,
definitely on the path to alcoholism and drug addiction then I just woke up
one day and decided that, no, no more. Different things that happened
during my younger years growing into young adulthood, losing friends to car
accident, different accidents. AW 12
I have changed now, I can say alcohol use versus abuse. Alcohol use did
affect my decision making before, now it is different than before. Now I
consider my family. AW 10
In my case it was involving alcohol, I let go of my inhibitions, I was in a long
term relationship and when I was single I just let go, It was always reactive.
AW13
There appeared to be a further way in which alcohol had an impact on
participants' choices. The impact of growing up in a family where alcohol abuse was
reported had an effect on these participants’ lifestyle choices, namely on whether or not
to have alcohol in their lives. They reported that they did not want to grow up to be like
their parents. They experienced the negative impact of alcohol and made choices not
to follow in the pattern of their parents. In some situations there was experimentation
with alcohol, but once they had children, a choice was made to abstain or limit alcohol
consumption. Other participants reported never having engaged in drinking alcohol or
taking drugs as a choice based on their personal experiences as children of alcoholics.
I decided that when I was three that I wasn’t going to be like my dad, he was
an alcoholic, I have always been in control. Even as a teenager if I went to
parties I would drink pop or juice. AW09
Also I got my best friend beat up by a man and I realized that I was acting
like my mother and dad. I looked at how they were living and how they

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Social Construction o f H IV /A ID S am ong Aboriginal W o m e n in W in d s o r

couldn’t get up to go to work. It was hard for them to keep a job and it took
over my dad’s life and ultimately killed him. AW 12
My kids. My dad taught me to respect alcohol and the experience of living
with my mom who is an alcoholic and abandoned my brother and I for
alcohol. I do drink alcohol still. AW10
Alcohol does appear to have some impact on the definition of health and healthy
lifestyle choices for many of the participants. The participants had either identified
alcohol as a factor in risk taking behaviour or something to be avoided based on family
experiences. A few participants reported that they had never used of alcohol or drugs
but there appeared to be an awareness of the potential impact on one’s health as well
as the definition of health for the participants. Alcohol and drugs were seen as
unhealthy and to be avoided. It could be said that these actions may be a way of
moving away from stereotypes held by society towards Aboriginal people and alcohol
and drug use. It appeared that if the women demonstrated control over the decisions
around alcohol they felt positive about this and themselves.
Most of the participants indicated that health is a priority for them. One common
reason pointed out was for their children, future children and grandchildren. Many had
primary health care providers and did seek out health care when it was required. They
felt this influenced how they took care of their health needs as well as their families’
health. Many cited community influences on the priority of health, namely peers,
parents, grandmothers and church community.

Health is definitely a priority for me, I think that as we age I like to make sure
I am strong and working in the field I work in. I see a lot of clients who are
elderly, even at 65 they can’t carry their own grocery bags or take a flight of
stairs and that is something that I would like to do. It is important to lead a
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strong and healthy life. It is important that I want to be around for my
children and grandchildren. AW02
Health is important, then my family, my health is a priority for me. AW15
I would say that it is a definite priority, without health there is not much life, if
you are not living a healthy life there just isn’t much there. AW07
My whole family believes that you should take care of it, my grandmother, if
there is something wrong with you go and see the doctor, if the doc can’t fix
it grandma can. AW 11
Yes, Yes, It wasn’t before, didn’t really have to worry about it, but now that I
have a son. Your whole life changes when you have kids. AW12
My grandmother was my most important role model. AW05
My mother has taught me that, how everything we do affects the next seven
generations. And so if we can break the cycle we can affect seven
generations further down and that we cam move to a further well being and
lead to a better place than even where I am now. AW06
One of my grandmothers works in prisons, so I am aware of the issues
around health and decision making. AW08
Health was not a priority in a few cases not due to children but due to lack of
time while attempting to balance the demands of pursuing a post-secondary education
and raising a family. For some participants the lack of access to a primary health care
provider also made it difficult for health to be a priority.

Health does not fit into my lifestyle although I am aware of the importance, If
I have an emergency then I go to the clinic. I had my teeth cleaned. Right
now health is not a priority. I don’t have time to take care of self, school,
education is a priority. Health care is different here in Windsor. In North Bay
the Native Friendship Centre had a program where you could see a nurse,
get referrals and some tests. In Windsor there is no such thing, not even a
nurse to see. In the States you could go in and see a doctor whenever I
needed to, AW01
School is the only thing I have had time for. School takes up a great deal of
time and this is my priority. AW01
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There appears to be a strong sense of self, as well as presence of family, and
community in relation to the participants’ definition and prioritizing of health. Health for
most of the participants was inseparably linked to their families, particularly if they had
children. According to Dion Stout and Kipling (1999) “a strong sense of self, family and
community were identified by Aboriginal women as potentially helpful in overcoming
past victimization and making motherhood a meaningful community role.”(p. 8). The
findings of this project indicate that those who have children do see themselves as the
primary caregivers and acknowledge the importance of self-care in relation to their
families, participating in activities to keep balance in their lives. Most of the
participants had access to a primary health care provider. Perhaps this is due to living
in an urban centre. Many participants reported proactive methods to support their
particular definition of health. Family and community support, accessing programs,
workshops, role models were important to this strong sense of health. The strong
sense of self care may have an impact on healthy decision making regarding most
health issues including sexual and reproductive health.
A defining moment that seemed to reflect positive choices and healthy decision
making was pregnancy and the choice to take better care of one’s self for the future of
children. The participants felt there was value to the role of motherhood and this had
an impact on healthy lifestyle choices during pregnancy.
I became pregnant with my son. I was doing a lot of partying, I didn’t have a
direction. No clear line to the future. Once I became pregnant everything
changed. AW10
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First told me I was pregnant, I need to support my child, I need to grow up
really fast. I had to make that decision, I can do this and I will do whatever I
need to. I was the healthiest pregnant person. AW 14
After my fourth baby I notice my hair was falling out, I was always putting it
off, then a lot of hair, what happened to my hair. That’ when I decide to go to
the Doctor and there was a lump on my thyroid and I have to take
medication... .Ever since then that was my wake-up call, that was my oh boy.
AW09
There were other examples of defining moments which did not involve
pregnancy. They involved life situations that caused the individual to take stock of the
direction their lives were headed.
When moving from the U.S. to Walpole, and having been scared by possibly
being exposed to sexually transmitted diseases, maturity, wanting to settle
down. AW01
I was hangin out with an unsavory crowd and I had heard some things that
had scared me quite a bit. I realized that this wasn’t the direction I wanted to
take. I wanted to take a different direction. AW02
One in particular that stood out to me, a high school friend washing up in the
Detroit river, they were boating and drinking and he hit his head and fell over
board. And he washed up two months later, I wasn’t really close to him but
he was someone I grew up with and had gone to high school with. But it
really hit home. AW12
I stopped when I started to value myself more - I didn’t like myself, I had to
really look at myself and I began to love myself. I was in a relationship, we
cared about each other but it was abusive and leaving this relationship made
me aware that I deserved more. AW 10
Most of the participants had experienced at least one defining moment and had
made long-term proactive changes for improving their health, including reducing risk of
STDs by better self-care and settling down into a monogamous relationship. There
were participants who felt they were not really at the stage of their life where they had
experienced a defining moment. A few were younger, between the ages of 17 and 22.
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One participant pointed out that she was stiil kind of on the fence, healthy versus
unhealthy. The participant knew what was healthy and what to avoid but did not always
chose the healthy activities. The participant straddled this line on a regular basis and
had not reached an identifiable moment where changing her ways to be more healthy
was necessary. Those who had not yet experienced this were also practicing safe sex
through condom use as well as being involved in more affection based relationships.
They reported good self-care.

Common Sense Understanding of Threat
The participants did report that AIDS and other STD’s were of concern. They
also reported that they were concerned about the Human Papiloma Virus (HPV), as it
could develop into cancer, and that there are things out there like other STDs that
could be deadly. The reports by Health Canada (2002) indicate that rates of some
sexually transmitted diseases are higher than the national average in some regions
populated predominantly by Aboriginal people. The high rates of STD indicate an
increase risk for the transmission of HIV for Aboriginal women. Some participants
reported that they had personal experience with the threat of HIV/AIDs or other STD’s.
Of those participants, some experienced waiting for test results. Most felt they were
lucky not to have been infected or to be “clean”, meaning not having contracted an
STD. There were eight participants who reported being tested for HIV, four for other
sexually transmitted diseases. Five participants did not volunteer any information
about being tested for any STD’s. Some of the women who had been tested felt that
the negative HIV test results supported their perceptions that they were not at risk for
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contracting the virus. This is similar to the optimistic bias, found by Sobo (1995) in her
study of poor American women. It is a way of reasoning about unsafe sexual behaviour
with monogamous partners. Clearly, this was not the feeling of all participants who had
been tested. Two of the participants who had been tested for HIV were still concerned
about their level of safety as they still had some concern as to whether or not they were
totally cleared of HIV and therefore continued to use safe sex practices.

Yes, I had unsafe sex with a person who had HIV/AIDS. AW16
I was a risk taker too, so, I get my test every six months. A W 11
In a few situations, the understanding of fear or threat was related to living with long
term medical conditions or personal life situations.
Especially now because I had a friend who recently died from cervical
cancer. It was very very sad she got the HPV virus. I learned a lot about
th a t... Look what happened to auntie that stuff can kill you. AW 09
Growing up I was scared of adult males, protecting my body and even my
emotions. AW09
Others reported that they might never be at risk because they lead a healthy life
and are not involved in drugs, alcohol use and they do not take risks in their sexual
lifestyle. They felt that they did not take risks in their sexual lifestyle as they knew their
partners and were in monogamous relationships. These particular participants may
follow what Sobo described as the monogamy narrative, “an idealized, monogamous,
heterosexual union- the kind of union that participants feel brings the most status and
esteem."(1995, p. 107). Aboriginal women in this study also hold monogamous
relationships in high regard as they counteract negative stereotypes often applied to
Aboriginal women. These stereotypes include promiscuity, alcohol and drug abuse,
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sexual abuse, and poor parenting. The idea of a long term monogamous relationship
based on love and providing for emotional/social needs as, pointed out by the
monogamy narratives, is a method used to separate oneself from the stereotypes and
raise one’s level of self-esteem.

Common Sense Understanding of Threat of AIDS to Community
There appeared to be a common sense understanding of threat to the Aboriginal
community; most participants had a perception of risk in their First Nation communities.
The participants reported that they had observed or had knowledge of community
members engaging in risk behaviours. The behaviour often identified with threat was
the combination of alcohol and drug use and unsafe sex and was referred to as a
“deadly combination.” One participant reported a concern over personal boundaries
with respect to multiple sexual partners. The lack of education in the area of HIV/AIDS,
as well as individuals in the communities not acknowledging that HIV/AIDS was even
an issue in Aboriginal communities, was a problem. This common sense
understanding of threat to community appeared to be based on observation, knowledge
and personal experiences.
Heard rumours about individuals carrying the virus and having unprotected
sex with others. People lie dormant and don’t know and are spreading it, this
scares me. AW01
People in my family, I have watched them self-destruct. Their bodies are
catching up with their lifestyles and they end up looking much older than
they really are. AW08
I believe that that is why HIV is on the rise especially in our small
communities and reserves because we are not open and honest about being
HIV infected. You can’t just ignore the problem and not being tested. AW 05
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I do believe that this era of irresponsibility is still prevalent in the Native
community. Mostly because they are on not having any self-respect, not
aware of who they are and they are told they are not useful and not worthy
and not willing to take care of themselves. AW04
The participants had knowledge of the socio-economic and historical factors
which make risk behaviour more of a reality for Aboriginal women. Most participants
agreed with the research findings of Ship and Norton (2000) and Neron and Roffey
(2000) that Aboriginal women may be more vulnerable to HIV/AIDS due to the
experience of residential schools, alcohol and drug abuse, violence, and sexual abuse.
It was pointed out that these types of experiences erode self-worth and self-esteem.
Individuals begin not to care about themselves and sometimes they engage in risk
behaviour, such as the sex trade, to obtain drugs or alcohol. Despite the common
sense knowledge that identified Aboriginal people as vulnerable to HIV, there was very
little factual knowledge about the current state of HIV/AIDS among the Aboriginal
women interviewed. Either the participants had not heard any information about
HIV/AIDS among Aboriginal women or they merely heard it was on the rise. Three
participants reported that they had not only heard about HIV/AIDS as being on the rise
among Aboriginal women, but had been exposed to information about HIV/AIDS
transmission and prevention. These participants had an interest in the subject and had
access to the information through work or educational experiences.
Yes I have, basically, what I had heard is that Health Canada is estimating
every other day, a new case of HIV/AIDS is being diagnosed in women.
Every other day it is a woman being diagnosed with HIV/AIDS. AVV02
I have heard a little about it, it’s on the rise. AW09
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No, I actually haven’t Health Canada did phone me a couple maybe a month
ago or so, but it was actually for my son how he was born and things like
that. AW12
No, not really what you are talking about. AW03
I haven’t heard a whole lot, I know that statistics are out there. I have heard
the statistics and they are probably the surface statistics. I have heard that it
is on the rise. AW04
In my health class, I did a project on HIV/AIDS. I did a bulletin board.
AW13
The reality that appears to be constructed among the participants is that AIDS is
something to be concerned about for their communities and as individuals, much like
other sexually transmitted diseases.

The participants did identify that AIDS is scary

and deadly. However, they also identified other diseases or medical conditions that
may have an impact on their lives such as diabetes, cancer and HPV.
This particular group often indicated their understanding that HIV could be
transmitted through sexual intercourse, and participants recognized that they may have
been at risk through this method. According to the women who had already had an
experience with testing for STD’s and HIV/AIDS, the probability of coming in contact
with the disease was very real at one point in their lives. There was no mention of
being at lower risk due to gender or being in a heterosexual lifestyle. In fact there was
an acknowledgement that it could be spread through heterosexual sex and more
people needed to be made aware of this method of transmission. Even though the
participants were able to strongly agree on the impact of socio-economic, and historical
reasons influencing an Aboriginal woman’s choice to put herself at risk, there did not
seem to be a strong connection between their personal experiences and those of other
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Aboriginal women who have experienced the historical legacy. The women spoke
about the relevance of these issues to experience of Aboriginal people, but did not link
this to their own immediate experiences. There information that was shared around
issues of marginalization were often part of the observations made about Aboriginal
communities.
I think it has to do with how we are brought up especially on the reserve;
there is nothing there for young people to do. There is nothing to do, people
get drunk and then people forget that they are supposed be to watching out
for themselves. AW09
I don’t think it really matters, on the reserve it kind of goes around in a circle.
A W 11 (referring to observations about unsafe sexual behaviour)
Really relevant low self-esteem and you might be looking for something. A
way of filling a void for young women, love or a partner, looking for value. I
took risks like having unprotected sex with different partners in the past, I did
this out of anger against men for using women and I wanted to show that
women can do it too. AW10
I do believe that this era of irresponsibility is still prevalent in the Native
community. Mostly because they are on not having any self-respect, not
aware of who they are and they are told they are not useful and not worthy
and not willing to take care of themselves. They perpetuate this, not finding
the value in having children. AW 04

Personal Methods of Protection, Rules for Safer Sex, and Self care
In their current lifestyle, including sexual lifestyle, all of the participants felt they
were not at risk: however, a few indicated that they could only account for themselves
not their partner’s behaviour. They did have safer sex rules or methods of keeping
themselves healthy. Their reasons for perceiving that they were not at risk were clearly
related to their being in a monogamous sexual relationship, using condoms, or not
being sexually active. A further personal method of protection had to do with limiting
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alcohol use and not doing I.V. drugs. There was no indication of coercion or economic
dependence on males as factors in their choices to use safer sex practices. The
women also appeared to have been active participants in their sexual decision making.
This appears to be different from the research findings that indicate Aboriginal women
who are HIV positive are vulnerable to HIV infection through practices they engage in
simply to survive (CAAN, 2004 b). A few participants indicated that they had
participated in unsafe sex, but in these instances they had not felt coerced, they were
just caught up in the moment. The use of monogamous conjugal relationships and
knowing one’s partner as a method of protection provided the participants with a sense
of safety perhaps because they were not aware of the fact that “Most women who get
AIDS are infected not by one-night stands but by long-term partners with whom they
have condomless sex.” (Sobo, 1995 p. 181). The idea of trusting the partner because
the participants would not look outside the relationship also supports the idea that
condom use would indicate something negative in the relationship.

Coitally Active:
Many of those who were sexually active always used condoms, mostly for the
purpose of birth control. Some of the participants who were not using condoms stated
that they were as risk free as they could be since they could only be responsible for
themselves and not their partners. Most cited that they trusted in their partner to be
faithful as they were themselves being faithful. There were no clear criteria for how
they knew that they had chosen non-infected partners to begin with, only that they
themselves had been tested for HIV/AIDS or STDs and had negative test results. In
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addition, they had faith that they were in monogamous relationships. The participants
reported that they themselves were not involved with multiple sexual partners.

I’m married, we are exclusive. AW13
I am not concerned because I am not that type of person who would go and
meet someone and go off with them. I use protection all the time. AW03
Currently, at this point and time not worried about HIV/AIDS, the gentleman I
am seeing, use condoms every time. Previously, with a different partner, we
tried to use condoms sometimes but we lost a few. W e discussed our
history and agreed not use them. AW02
Right now, I am not at risk I have talked to my partner about the testing.
AW11
No, my partner and I have been in relationship for 5 months and we decided
that we are in a monogamous. AW 11
I am in a marriage; I am sexually active with my husband, not as much as I
would like to be. As I stay committed to him, we have unprotected sex.
AW05
Never took risks when it came to sexual things. I had to know the whole
family background, knew partner really well...non-drinker, non-smoker, non
drug user. AW 14
Current lifestyle no risk at all, use condoms, always. AW12
No one identified coercion or mental health issues as affecting their decisions to
engage in unsafe sex. Two participants who had engaged in condom-less sex with
monogamous partners did say that they could only be responsible for themselves and
their own actions. Yet, they did not change their practices and felt that it was because
they wanted to trust their partners. This supports the idea of the monogamy narrative
as described by Sobo (1995). There was one other reason identified by participants to
not use condoms, the decision to become pregnant. Alcohol use was explicitly stated
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as a factor in engaging in unsafe sex by some of the participants. In relation to alcohol
use, some participants described past experiences as a reactive rather than proactive
approach. They were engaging in the risk behaviour as a result of their judgment being
impaired, then realizing the risk they had taken, they would seek out testing for
HIV/AIDs or STDs. The negative test results provided the participants with a sense of
safety and in some cases they did engage in unsafe sex practices after the test results.
Some participants used condoms after they had been scared by the threat of
contracting HIV or another sexually transmitted disease. The condom use did continue
in many cases but some participants had condom-less sex with a monogamous partner.
Condoms were also used as birth control for reasons of convenience and the negative
side effects of oral contraceptives in monogamous relationships. Perhaps most
important to note was that disease prevention or lack of trust in a partner was not often
discussed as a reason for condom use within monogamous conjugal relationships.

Not yet Coitally Active
Interestingly, participants who had chosen to be abstinent had a clear perception
of personal risk and felt that they would not engage in sex, even in marriage, without
first having themselves and their partners screened for all STDs, including HIV/AIDS.
I don’t care about my partner’s feelings I would still have to have him tested
and I would take a test too. A lot more than not have something and
because I waited, I would not want to get any STD. A W 08
Not sexually active, my parents taught me how to keep myself as a woman,
... The church I attend they recommend that you wait until you are married, it
is more proper according to my beliefs. AW06
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Honestly, especially, the smartest option especially if your mate has been
sexually active, then you both should get a HIV test out of respect for each
other. AW06
I would get tests before marriage, Even if you have not had sex but maybe
your mate has, I would like to know that I was safe as well. I would use
condoms at first in the marriage because I wouldn’t want to have kids right
away, it is a personal choice. AW07
It appears that these participants have incorporated safer sex guidelines which e
clearly influenced by community values and folk knowledge. In addition, this group
also discussed Aboriginal traditional women’s teachings that relate to sexual lifestyle
delivered by their grandmothers, mothers and other elders such as the moon cycle and
women’s ceremonies.

Accessing the Scientific Knowledge of HIV/AIDS
There was a high level of awareness of the biomedical model presented during
the interviews. The most often cited methods of transmission and prevention related to
unsafe sex and intravenous drug use, which is not surprising as these may have a
more direct impact on the lives of this population. This scientific knowledge in many
cases had been incorporated into common sense knowledge. Injection drug use was
cited as an activity which should be avoided as well as the sharing of dirty needles. In
this particular sample, no one reported actively using I.V. drugs. The methods for
reducing their risk of exposure to HIV/AIDS cited by the sample are similar to those
reported in the literature and research about HIV/AIDS and Aboriginal women (Public
Health Agency of Canada, 2004).

As far as I know through the exchange of sexual fluids, through intercourse.
AW16
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Unprotected sex, which could also be oral sex because you don’t know what
is hiding in someone’s mouth and dirty needles and blood transfusions.
AW09
Abstinence and contraception that are actual barriers, condoms, male
condoms or female condoms as far as I know. AW04
One thing that really struck me was that somewhere out west, I could not
specifically remember that 50 % of the babies born with HIV were born to
Aboriginal mothers, that was amazing. AW02
Rising rate of transmission heterosexual sex, high rate i.V. drugs getting
HIV. The various ways through sharing needles, tattooing unsafe needles,
unsafe sex, sharing needles, blood to blood contact, dirty needles, breast
feeding, perinatal transmission, crack pipes, sharing straws for snorting and
sharing other drug equipment. Those are the ones that stick out in my mind.
A stick with a needle among health professionals. AW02
I have heard rumors about individuals transmitting, carrying the virus and
having unprotected sex with others. People lie dormant and don’t know and
are spreading it, this scares me. AIDS can be transmitted by sex, oral sex,
blood, I’m not sure about toilet seats. AW01
Prevented by not having sex, bleach kills the virus, condoms. AW01
Interestingly most of the participants did not have any knowledge of the current
impact or statistics of AIDS/HIV among Aboriginal women. The level of knowledge
appeared to be related to interest, personal experience with someone living with
HIV/AIDS, or access to information by way of employment or involvement in the local
friendship centre. Some participants indicated that in the past they had the biomedical
knowledge but still engaged in risk behaviours, specifically, unsafe sex. They felt that
they could not be infected with HIV or they were in rebellion or in angry stages of their

lives due to their age and low self-esteem. In some of these situations, alcohol use was
also a factor in this choice.
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There were a few traditional native teachings cited that directly addressed the
issues of transmission or prevention of HIV/AIDS; mostly the teachings cited were
related to holistic health and wellness. There was reference to elders and more
particularly kinship related grandmothers as providing some teachings on traditional
medicines, sexual lifestyle and holistic wellness. The following are examples of the
teachings that were shared, as “women’s teachings”, which participants had heard at a
conference, workshop or from elders and/or their related grandmothers.

I have had the mainstream scientific teachings, I have also had the
traditional teachings about women. The cycle of life, I have heard about the
ceremonies and the cycle of life, your monthly cycles. I think it is from
workshops mostly that I got most of my information from being involved in
the friendship centre. AW04
Keep yourself with yourself, I was taught by a native elder that when you are
having sex with a person you are giving yourself to that person and you are
taking a piece of that person with you. So, I don’t want seventeen people
having me and then having all those people with me and it’s a whole
exchange that I don’t want to be a part of. AW06
The teachings do not address specifically AIDS/HIV transmission or the
biomedical methods of protection. Prevention of HIV/AIDS or other sexually transmitted
disease is not directly spoken about but the values of keeping oneself safe and the
impact of sharing partners is reflected in these teachings. These teachings directly
address a way of conducting oneself and values that may impact choices in relation to
healthy safe sexual relations. The participants who were aware of the teachings had
made a choice to abstain from sex until marriage.
In exploring the biomedical information and the personal protection methods, it
was clear that although the participants had the scientific knowledge, it was common
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sense knowledge that guided their perception and rules of action. In this particular
group of women this knowledge was about transmission of HIV/AIDS through
heterosexual sex, unsafe intravenous drug use and the impact of alcohol on their
judgment. Some of the methods of prevention were monogamy, condom use,
abstaining from alcohol and drug use. They applied safer sex practices when they
were having casual sexual relations between monogamous partners. There also
appeared to be a point in a relationship when condoms were no longer required based
on trust. Some did present knowledge about health care workers’ safety as they were
being educated in this field. The common sense knowledge of methods of transmission
and prevention appears to consist of specific biomedical information as it relates to
their personal experience and their perception of community, which is reflected in the
epidemiological data about transmission patterns and among Aboriginal women.
Although many of the participants were not aware of the pattern of transmission, they
did have an awareness of the impact of the use of drugs and alcohol.
I did use condoms when I was not with my partner; I eat better every day,
going to my check ups. AW09
I would date and have casual sex when I was not in a monogamous
relationship and the men I went out with firmly believed in using a condom, it
was not an issue.AW11
Just being Native, it’s known with native people that they can become
alcoholics, I don’t want to be that at all. AW12
Yes, we used a condom, I am on birth control too, well, my sister had her first
kid at 18, so, I was always around, so, I helped raise my nephew and I am
not ready for children. AW03
In marriage, you would trust or expect that your partner would be
monogamous. My belief is that you should not stray from the marriage bed,
trust. No protection the last time having sex. AW04
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No, not personally, pretty intelligent, always made good choices with sex,
never abused my body like that. Never took risks when it came to sexual
things. I had to know the whole family background, I knew my partner really
well. AW14
The participants were able to present biomedical information about transmission
and prevention of HIV/AIDS. They had their own rules about when to use this
information based on their beliefs and the life they were living at the time of the
research. The participants all reported not currently being at risk but most related their
past personal risk to unsafe sex rather than to any other risk behaviours.

Condom use
The interviewees regularly cited the knowledge that condom use was an
effective method of reducing the likelihood of transmitting AIDS/HIV. While this was
regularly cited, condoms were used primarily for birth control and only some
participants cited disease prevention as their primary reason. It was interesting that
many more women cited condom use as their method of birth control even in marriage
over other forms such as the pill. In some of the participants, the birth control pill had
side effects that were difficult for the participant, so their choice was condoms.

W e are using condoms, I am not on the pill, so I have that consideration as
well. W e agreed on this, it is something that is safe and we agreed on this.
Use condoms every time. AW02
There is no time when we don’t use a condom unless I am married and then
we want babies. AW03
Condoms, it just seemed natural to use them, AW11
We use condoms, pretty much always, for birth control. AW12
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Yes, I used protection, a condom. Mostly for birth control, it is more
convenient than the pill; I couldn’t remember to take it. AW16
Yes, Yes, for protection always, from STDs and HIV, a condom. AW 15

Reasons for not using Condoms
The reasons for not using condoms were similar to those found in other studies.
The reason that was most often cited was that of “trust”, or condom use as a violation of
trust, between partners.

Trust partner, I think we are kind of exclusive anyways, even if we don’t get
along all the time. AW09
W e feel that we are in a monogamous relationship. A W 11
I trust that my partner is monogamous. A W 10
in my current lifestyle, no I do not feel at risk. I believe that marriage is a
place for monogamy, I don’t believe that in my opinion that I am not at risk.
AW04
Among the participants only a few were not sexually active and of those who
were, nearly half used condoms. There was no significant pattern between type of
relationship, married/common law/casual and condom use. Condom use occurred in all
types of relationships, although less among the married participants.

Cultural Influences

In the course of this research, I had hoped to uncover some cultural influences
or traditional teachings that might address healthy sexual behaviour for young women.
It was also important to research who might deliver this type of information to young
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women and whether or not it had influenced their decision making concerning sex. The
person or people cited as providing Aboriginal women’s teachings or medicines were
grandmothers and elders. Mothers were also cited as having an impact on health and
the definition of health as role models and supports. Some of the women had
participated in a women’s ceremony, a traditional rite of passage when a young woman
reaches puberty and has her first menses.
My mom and grandmothers, you are supposed to respect yourself and other,
you don’t just lay down with anyone and not let everybody know what you
and your partner do. AW08
It is always the medicine wheel, if you are not taking care of one it throws out
the balance of everything, my grandma taught me to take advantage of the
fact that I had access to health care. A W 11
My Grandmother was the first role-model in my home. AW05
According to most traditional beliefs, the grandmothers are the teachers of the
children and particularly of females. The grandmothers have made their journey
through the lifecycle and have the responsibility to share their knowledge with the
generations that follow. It is interesting that in an urban population where most of the
participants live away from their extended family, the grandmother is still cited as an
important influence on values, beliefs and behaviour and is seen as the sharer of
traditional ways of knowing.

Prevention Education

This research project was intended to discover the kinds of information the
participants felt would be useful to them personally as well as to their communities.
The hope was to gain some insight regarding effective prevention campaigns and to
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see what might be a better fit in order that they might in turn make better use of the
scientific information as part of their common sense knowledge and perception of risk.
The participants recommended education about potential risk as a necessary form of
prevention. There was still a feeling that the biomedical information had not quite
reached the population. Most felt that the cold hard facts, e.g. statistics, would be
helpful and real images of sexually transmitted diseases. Native imagery would be
useful but some felt it might stereotype the disease and their community. All groups
need to be represented in the images. An example of effective television commercials
were those concerning HPV. Information shared about this virus was often cited by
participants. Television shows that reflect our popular culture, such as a reality show
like American Idol, were also mentioned as a method for getting the messages to the
public.
Educate early, young people teach them about healthy bodies, safety, and
respect for their bodies. AW09
Early teens and high school students, teach them about the dangers, visual
images of STDs. AW10
People attach themselves to real experiences, things that have meaning to
them. People living with HIV/AIDS sharing their experiences. AW 04
Hands on types of demonstration, they can be fun and not intimidating.
AW09
Teach young women and men the traditional teachings about healthy self
esteem. Role models and family seem to play an important part of this.
AW10
We need to take this on as parents. AW05
Arm your frontline workers with the accurate, proper information. AW 05
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Need to have safety in talking about sex with young people and within our
communities. AW02
There appeared to be some influence of age and life stage on the perception of
risk and receptivity to information. An interesting situation that I encountered was in
the participants who were between the ages of twenty and twenty-two, and were
currently sexually active. They did not offer any suggestions or ideas about prevention
through education. When asked whether there was any information or images that
would catch their attention around the issue of HIV/ AIDs, they simply answered, “No”.
This was disappointing as I had hoped to gain some insight into this age group as this
is the age group that is increasingly being affected by HIV/AIDS.
Clearly, the participants felt a need for Aboriginal people to realize that AIDS
/HIV is a disease that Aboriginal communities face. The women shared a concern that
people are afraid or ashamed to talk about the disease. The communities also need to
feel safe in talking about sex and safe sex. Sex should not be a taboo subject, which it
appears to be according to the current perception of the participants.
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CONCLUSION
The purpose of this thesis was to examine the perceptions of HIV/AIDS and
related risk behaviour among Aboriginal women in Windsor. The research findings
presented in this thesis suggest that decision making around HIV/AIDS is complex for
Aboriginal women, and educational programs need to be designed to reflect the
complexity of this population. In order to bring about behaviour change in this group it
is important to review their personal stories in relation to HIV/AIDS, perception of risk
and safety as well as the factors that influence these constructions. Applying Berger
and Luckman’s (1967) perspective on social construction, I examined the common
sense knowledge and surface rules constructed by Aboriginal women. For Aboriginal
women the common sense knowledge coincided with the scientific knowledge about
transmission and that AIDS is scary and something to be feared. However, it was
interesting that information about the rate of infection of HIV/AIDS among Aboriginal
women had not reached a majority of the participants in this project. Although the
participants had reported having limited knowledge about the impact the disease was
having on Aboriginal Women in Canada, they appeared to have an understanding of
personal threat based on the number of participants who reported having participated
in tests for STDs including HIV.
The personal threat along with their socially constructed definitions and health
priorities may have had an impact on following safer sex guidelines. The safer sex
guidelines tend to reflect an agreement between partners. Condoms did not appear to
be a violation of the norm of trust in monogamous relationships, when it was primarily
for birth control. Those who did not use condoms in their current relationships did
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indicate that trust was a factor in their choice. There was condom use across all
categories of those in sexually active relationships. The results of this study did not
present themes found in previous research of Aboriginal women living with HIV/AIDS.
The themes of coercion, sexual abuse, residential school and violence against women,
as well as injection drug use were mentioned in relation to the community but not in the
participant's personal stories and did not have an impact on their decision-making
regarding healthy lifestyle choices. A factor that may have had an impact on this was
the sample who participated in this research project. The participants were all living in
an urban area and had access to health care, education, employment and family
support. The women also had a healthy role models who may or may not have been
related to them. The participants had a definition of health which was directly tied to
the health of their families however; they also held their own health as very important in
their families’ health. The participants of this study may limit the conclusions of this
study to reflect the social constructions of Aboriginal women living in urban areas who
are students or employed, which is a different population of the other research of
Aboriginal women in higher risk lifestyles.
To learn more about the complexity of decision-making about HIV/AIDS and
assist in the development of future education and prevention programs, I looked at the
definition and priority placed on health. There did appear to be a majority of the
participants who held a holistic definition of health and spoke about the importance of
balance in their lives. Most participants indicated that health was a priority for them,
and had put into place many self-care activities, which included safer sex guidelines.
The definition was influenced by personal experiences such as pregnancy, testing for
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STDs and medical conditions. A concept that was explored was defining moments,
where an individual made a choice to make changes towards a healthier lifestyle in
response to a specific important event. Many of the participants felt that they had
experienced defining moments and were able to incorporate changes to their lives with
the support of family and peers. Some of the defining moments were medical
conditions, STD testing, life experiences and most commonly, pregnancy. The idea of
becoming a mother had an impact on many of the participants; the participants had the
support of their families in their pregnancies and valued becoming a mother. This had
an impact on their decision-making and perhaps their current definition of health, as
they now had to be there for their children and future grandchildren.
The impact of peers, community and culture was also important, particularly
grandmothers. The grandmother was cited as a link to traditional knowledge about
health and “womanhood”. It was important to speak with a traditional teacher/elder on
the role of the grandmothers. The traditional elder provided insight on the importance
of the grandmothers as the teachers or presenters of knowledge. Many of the
participants stated that their grandmothers were important role models to them and
taught them how to be a woman as well as how to take care of themselves and their
families. It was interesting that in an urban community the grandmother was the
cultural tie for many of the participants. Many did not present any traditional teachings
about sexuality or women’s teachings. The teachings were mainly about the mind,
body, spirit, and emotional balance that was necessary for a healthy life, which was
much different from what I had originally thought might be the case. It was my
expectation that the participants might have discussed traditional medicines and

54

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

S ocial C onstruction of H IV /A ID S am ong A boriginal W o m e n in W in d s o r

women's' ceremonies as having an impact on their seif-esteem and decision-making. It
was very interesting to find that a strong cultural tie is grounded with the grandmother.
It would be useful for future programming to look to this relationship between
grandmothers and their families to see if they could be helpful in getting HIV/AIDS, as
well as safer sex education in the context of the holistic view of health, to young
women. The elder spoke only briefly about parenting 101, which involved making and
caring for a drum. This was a teaching for both females and males but not specifically
about sex education, it was the broader context of taking responsibility and caring for
the spirit of the drum. Not all participants had access to these teachings and in these
cases, the participants still made choices to use safer sex practices. Access to
information and a healthcare provider was also an important factor affecting the
definition and priority of health. The theme that emerged as most salient was that the
participants clearly saw their health as important in the health of their families or future
families.
In an effort to gain an understanding about what types of educational campaigns
might have an impact on the participants, it was clear that HIV/AIDS information had to
be relevant, and there had to be some personal meaning for the individual. The
information could be conveyed through many sources, media, visual, hearing stories,
and traditional teachings of self-esteem and respecting each other. All felt that a safe
place to discuss sex was necessary, but not happening in the communities. The
participants also recognized that HIV/AIDS is not discussed openly, unlike other
diseases such as diabetes or breast cancer, perhaps due to shame associated with the
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disease or the fact that Aboriginal people are faced with the serious long-term illnesses
such as diabetes, alcoholism and cancers on a regular basis and AIDS is rare.
It is important to review the participants recommendations for prevention
programs and learn how the scientific information can more effectively reach Aboriginal
women, so they can make it part of their common sense knowledge. None of the
Aboriginal women in this study reported being HIV positive, and what appears to have
kept them from becoming part of the HIV/AIDS statistic was a strong sense of self and
feeling they were in control of their sexual decision-making. It would be a
recommendation that education programs which concentrate on developing a strong
sense of self and a feeling of control around sexual decision making. One idea would
be to incorporate stories about defining moments, stories about success and reflecting
a healthier message about caring for community and family. In addition, where and
how the information was presented had an impact on its usefulness to the women. It
had to be relevant to them. Health promotion programs need to include holistic view
and reflect Aboriginal women across all socio-economic categories as well as sexual
lifestyles. Health promotion needs to include healthy communities and individual
stories about leading healthy lives. Although there are categories of people who are at
greater risk and reflect stereo-types, there are many Aboriginal women who do not.
There are some valuable teachings about caring for each other and family and children
that many Aboriginal women reflect in their lifestyles. These are the things that may be

helpful in making the message of HIV/AIDS prevention more meaningful to Aboriginal
women.
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The participants seemed to be aware of the need to talk about safer sex
methods with their children or other women but not their partners. The idea of a
culturally safe environment was cited as important the participants. The role models
cited as having the greatest impact on many of the participants lives were
grandmothers or mothers or aunties. The role models provided information on healthy
lifestyles including sexual behaviour, traditional teachings in some cases, and the
importance of taking care of self. Perhaps it would be helpful to access the
grandmothers and create an awareness of the impact AIDS is having on younger
generation, and the impact it will have on the generations to follow. Then look to the
grandmothers for their ideas and thoughts of how to promote prevention in their own
communities. In conclusion, these data may provide guidance in future programming
as many of the women may be educating others on HIV/AIDS and maybe currently
acting as role models for other Aboriginal women.
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APPENDIX A:
INTERVIEW GUIDE & PROBES
Thank-you very much for agreeing to talk with me today. Let’s start with some general
information.
1. First of all, could you tell me something about your cultural background?
2. Could you tell me something about your family? Mom, Dad, Brothers and sisters?
Children, Aunts and uncles?
3. How long have you lived in Windsor? What brought you to Windsor? Where else
have you lived and your family lived? Are you here with your family or on your own?
4. Let’s start with a really general question. When you talk about “health" or a “healthy
lifestyle” what does that mean to you?
5. How did you come to your definition of health?
6. Can you describe how health fits into to your lifestyle?
7. Would you say that health is a priority for you? Why or why not?
8. How would you say your Aboriginal heritage ties into your understanding of health?
(Have you heard or would you like to share any teachings with me about health?)
Explore any teachings about sexual and reproductive health.
9. Health Canada has been raising concerns about AIDS among Aboriginal people.
Particularly women, have you heard anything about this?
Explore this information, what do you know, how did you get this information.

10. As far as you know, how is AIDS transmitted? How can this be prevented?
11. Are you currently sexually active?
12. Are you currently in a relationship?

62

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Social Construction o f H IV /A ID S am ong A boriginal W o m e n in W in d so r

13. Have you ever been personally concerned about AIDS? Why or why not?
14. Considering your lifestyle, is there anything you think that you do or don’t do, that
places you at the risk of getting AIDS or, other sexually transmitted disease?
15. Thinking back to the last time you had sex did you use protection? And what type of
protection? Explore why the participant uses protection and the method of protection.
16. Do you generally use protection when you have sex? Do you generally use
condoms?
17. If you don’t use condoms, is there a reason? How do you know that you are not at
risk of getting HIV/AIDS or any other STD?
18. Research shows that an increasing number Aboriginal women have HIV/AIDS and
suggests many possible reasons; residential school, violence, sexual abuse, drugs,
alcohol based on your life experience, what would you think are some of the reasons
for this increase?
19. “Defining moments”, have been described as something that happens that makes a
person decide to make a positive change towards a healthier lifestyle. Have you ever
experienced this kind of event and could you share it with me?
20. Can you think of any people in your life or any situations that led you to this
decision and how?
21. Could you describe any health changes that have become part of your life?
(explore reduced risk taking behaviours particularly around HIV/AIDS.)
22. Is there any type of information about AIDS/HIV or sexual and reproductive health
that would be helpful to you? What would grab your attention?
23. Are there any teachings that might address protection against HIV/AIDS?
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24. Do you know of any other young Aboriginal women who might be interested '
participating in this research project?
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APPENDIX B:
FACE SHEET
The Face sheet was used to keep track of the interviews & statistical background of
the interviewee.
Interview code number
Date of interview
Place of Interview
age
Place of permanent residence
First Nation Affiliation
Religion
Approximate income

taken from Lofland & Lofland (1984) with some modification.
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APPENDIX C
PARTICIPANT PROFILES:
AW01 is between 17 - 40 years old, a student at a local community college, She has
lived in the city of Windsor for 2 years but has spent most of her life living in urban
areas. She does have status. She has no children and lives in this city to attend
school. She would describe herself as being in a relationship that is on again, off again.
AW02 is 29 years of age. She is gainfully employed in the city of Windsor. She has
lived her entire life in the city of Windsor. AW02 is a member of the Metis nations. No
children, currently in a short-term relationship.
AW03 is 23 years old. Employed part-time. Originally moved from out of province but
living in Windsor for 2 years grew up in urban areas. No children, currently in a
common-law relationship. Unclear of status.
AW04 is 33 years old, employed full-time. Originally moved from reservation to an
urban centre, has lived in the city of Windsor for 6 years. At the time of the interview
she had 2 children. She is a status native. She is newly married.
AW05 is between the ages of 17 - 40 years old. Employed full-time. Originally grew
up on reserve but moved to urban area. Lived in Windsor for 12 years, married with two
children. She is a status native.
AW06 is 17 years old. Currently, a student at a local high school. Has lived in
Windsor and surrounding area all of her life. Employed part-time. No children and not
in a relationship.
AW07 is 22 years old. Currently a student at a local University. Has lived in the
Windsor and surrounding area all of her life. Employed part-time. No children and not
in a relationship.
AW08 is 23 years old. Currently a student at a local University. Has lived in Windsor
for the past 3 years. Grew up in Windsor than moved away to work. No children and
not in a relationship.
AW09 is 37 years old. Currently, employed. Moved from the reservation as a young
child and has lived in the Windsor -Essex County area for 30 years. The mother of 4
children, she is in a relationship which is described as on again, off again with a long
term partner. She is a status native.
AW10 is 29 years old. Currently employed, moved from reservation at an early age to
urban areas. Has lived in Windsor for 5 years. The mother of two, currently in a
common-law relationship. She is a status native.
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AW 11 is 30 years old. Currently a student at a local University. Grew up on a
reservation in Southern Ontario. Moved to the city approximately 4 years ago to
pursue an education. The mother of one child, currently in a monogamous relationship.
AW12 is 27 years old. Currently, self - employed. Moved to the city at an early age
with her family. Has lived in Windsor for approximately 20 years. The mother of one
child, she is in a common-law relationship. She is a status native.
AW13 is 30 years old. Currently a student at a local University. Moved to the city at
an early age with her immediate family. Has lived in the city of Windsor for
approximately 22 years. Is now married with no children. She is a status native.
AW14 is 26 years old. Currently a student at a local college. Moved to the WindsorEssex County area from the reservation with immediate family. Currently, the mother of
two this participant is married.
AW15 is 24 years old. Attending a local community college. Always lived in the
Windsor - Essex county area. Currently, in a relationship. She is a status native.
AW16 is 21 years old. Attending a local community college. Grew up in urban areas in
the United states. Moved to Windsor with family 11 years ago. The mother of one.
Currently, not in a relationship. She is a status native.
AW17 is 19 years old. Attending a local community college. Moved from the
reservation at an early age with immediate family. Has lived in Windsor for
Currently, married with two children. She is a status native.
AW18 is 19 years old. Attending a University out of the local area. Always lived in the
Windsor-Essex county area. Currently, not in a relationship and has no children.
AW19 is 23 years old. Attending a local University. Moved from reservation when she
was 7 years old. Has lived in Windsor-Essex County for 14 years, lived in a smaller
town to attend community college before returning to Windsor. Currently not in a
relationship and has not children.
AW20 is 23 years old. Attending a local University. Moved from a small town outside
of the province to the city of Windsor 2 years ago. Currently in a relationship and has
no children.
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